A Multi-disciplinary Approach to the Relief of Pain In recent years, in the United Kingdom, anesthetists have been the most active organizers of pain relief clinics. Through these they have gained experience in the management of a greater number and variety of cases of intractable pain than colleagues in other clinical specialties. One result has been the realization that in the total management of cases of chronic pain the anesthetist must make a wider contribution than one derived solely from his training in the techniques of nerve conduction block and the applied pharmacology of analgesic drugs, however significant these skills. A fundamental consideration must be to define the aim and sphere of activity of the pain relief clinic. Failure to make this appraisal may well lead to treatment being restricted to nerve blocks performed on patients referred with a ready-made request for such therapy.
Pain is by far the commonest symptom for which medical aid is sought. It has the most varied etiology so that diagnosis of its cause, and the application of appropriate treatment, may involve almost every discipline in medicine. This then poses another problem, and is a possible reason why the treatment of chronic pain has, in the past, been a tower of Babel with the sufferer deriving little or no benefit from a surfeit of uncoordinated efforts. Robert Maher, as long ago as 1955, stated: 'It is time that relief procedures are coordinated to the fullest extent for each particular case.' The measures available for pain relief are, happily, varied and many, ranging from physiotherapy and psychotherapy, through hormones and cytotoxic drugs to surgery, radiotherapy, nerve blocks and analgesic drugs. It is clearly not within the competence of one clinician to prescribe and apply more than a limited selection of these treatments.
The most important first principle in the management of a case of chronic pain is to make a diagnosis. A proportion of cases referred to a pain clinic come with a diagnosis attached, but many are not so labelled. The latter may need specialized clinical knowledge and experience to arrive at a diagnosis. Treatment of the symptom of pain without knowledge of the underlying cause will, sooner or later, lead to a disastrous result for the patient.
It has already been stated that the pain clinic should not be a synonym for a nerve block clinic, but this comment needs qualification. We all have to begin clinical practice at some point and it would be very wrong to discourage the individual anesthetist, interested in pain relief and anxious to make a start, from taking on cases for this type of therapy. Nerve block techniques for chronic pain relief are well established and documented, and can be applied in individual cases where the causal factor has been diagnosed. Good pain relief often results, and what is of considerable significance to the aneesthetist concerned is that he has earned in the eyes of the referring clinician the reputation of being interested, willing and able to help in such cases.
A guiding principle is that 'anything that works should be employed'. Continuous pain occurs in 90% of all cases of cancer. So characteristic is it that it is almost diagnostic of the disease before confirmatory evidence is obtained. It begins at one site and continues without relief, often spreading like the progression of the disease itself until death. Analgesic drugs give partial or complete relief for a few hours, but applied alone Proc. roy. Soc. Med. Volume 66 June 1973 over a long period bring progressively less effective relief. Subarachnoid or epidural phenol or cordotomy will give partial or complete relief in about 65 % of cases.
Spontaneous fractures, collapse of vertebrae or other forms of pressure giving rise to pain occur in about 10 % of cancer cases. This pain, which is sudden in onset and violent in nature, may supervene on continuous pain or arise separately. Maher (1960) has called this 'incident pain' and suggests that it is transmitted by the large fastconducting alpha fibres, since it is not relieved by concentrations ofsubarachnoid phenol which normally relieve continuous pain. Present-day views on pain perception have thrown some light on the underlying mechanism of these two types of pain.
Resting the spine for 8-10 weeks will lead to fading and cessation of incident pain even on subsequent movement. Cytotoxic drugs may also help, and busulphan (Myleran) in a starting dose of 0.5 mg once daily and increased up to 1 mg three times daily (with frequent white cell counts) has proved particularly effective in pain from spinal secondaries of breast cancer even with paraplegia.
The practice of chronic pain relief and the organization of a service to this end will make big demands on the practitioner for time, tact and toughness of morale. There are still large gaps in our knowledge of pain mechanisms and pathways, but the present is an exciting time for research into these matters. Keeping abreast is not easy, and membership of the British Brain Research Association can be a great help and stimulus in this respect. Self-education, to maintain up-todate general and special clinical knowledge and skills in techniques for pain relief, both physical and pharmacological, is an essential requirement to be effective in treatment and to maintain an acceptable professional status with colleagues of other disciplines. If one can accept these tenets and pursue them, one is likely to succeed.
So far, I have said nothing about the organization of the pain relief clinic. The climate of approval for chronic pain relief projects is at present favourable, and an approach to the Department of Health through the hospital administration is likely to receive both a sympathetic hearing and material support. Plans to establish a pain clinic and service may well lead to the prompt production of accommodation and an allowance of sessional time.
The majority of cases referred for treatment come from hospitals in the clinical area, but others are from further afield. Most have a diagnosis before being referred. Some, however, are problem cases sent for both diagnosis and treatment. A number of patients are referred directly from general practitioners. These are most often cases of post-herpetic neuralgia, causalgia, painful amputation stumps and phantom limb pain. For many years I have held a weekly pain relief clinic at which such cases have appeared. As time passed, and experience grew, it became increasingly clear that a one-man-band was not able to provide the best possible service. Diagnosis was not infrequently a problem and alternative forms of treatment were not always readily available. Four years ago in Bristol a pain problem group was formed consisting of a neurologist, a neurosurgeon, a psychiatrist and an anesthetist, each with a special interest in pain problems and at the same time conducting his own pain practice. The group has been meeting formally once a month to hold an outpatient consultative clinic. Patients who have been referred to an individual member of the group, but in whom the diagnosis or appropriate treatment is problematical, are brought to this clinic. The patient is jointly examined and discussed and a diagnosis or course of action suggested. Facilities are available for simple diagnostic nerve blocks and radiography. The success of this approach is best gauged by the fact that in four years there have been very few occasions on which agreement on diagnosis and treatment has not been reached. A maximum of 6 patients are booked for the three-hour clinic. Administration is done by the hospital outpatient appointments and medical records departments. The four members of the group intercommunicate informally for help in diagnosis or treatment at any time. From these points of view the experiment has been entirely successful and has resulted in a better pain relief service.
For the anesthetist, shortage of secretarial help in running his weekly clinic is often a problem, but should not be insurmountable. Not being a clinician with charge of beds, he is not normally allocated a houseman or medical secretary for day-to-day organization. Cases are referred mostly without prior notice or with short warning and may require urgent treatment. In most instances the hospital telephone dictating system is too slow in reaction for notes and letters. In hospitals with a sizeable department of anxsthetics the attachment of a senior registrar to the pain clinic for training does help general administration, but this is not really adequate since the periods of attachment are necessarily short. It is my experience that there is no lack of interest in pain work on the part of senior house officers in surgery, and with established good relations and a preparedness to teach they are a willing source of help in undertaking minor administrative details. Specifically allocated secretarial help is essential.
The question of beds for pain cases might be supposed to be a problem for the anesthetist. In Section ofAnasthetics 541 practice I have never found it so. Colleagues have always been willing to lend a bed. In spite of this invaluable help there may be a problem in having patients accommodated in a number of separate hospitals. This makes visits to and transport of the patient unnecessarily complicated and time consuming. This difficulty has been partially solved in Bristol by the opening of a new day and short stay surgery unit in the main hospital. The weekly pain clinic run by the anesthetist now has a back-up of overnight or up to five-day accommodation beds, together with nursing help and the services of medical records and admissions for organizing the details of patient admission and transport. The writing of case notes, records and doctors' letters is done by the anesthetist in charge.
Record-keeping is at present a matter of individual arrangement and preference. This is not good and an agreed standard record sheet is most desirable to assess the success or failure of different methods of treatment and provide a basis for research. The Intractable Pain Society hopes to devise a standard record sheet for use in all pain clinics.
Equipment for the anrsthetist in the pain clinic, in addition to that required for general clinical and neurological examination, is largely a matter of instruments for nerve blocks. It is very desirable to have separate accommodation for consultation, clinical examination and the carrying out of nerve blocks. The room for the latter should be quiet, well ventilated, and contain resuscitation equipment. A simple operating table with adjustable tilt mechanism and good lighting facilities are essential. Prepacked sterile sets of needles and syringes arranged and labelled for specific blocks are a great asset. Most hospital pharmacies can provide local and neurolytic block solutions in ampoules. This is quite the most convenient and safest method of dispensing these agents.
The Bristol pain problem group has put up a plan for a ten-bedded neurological treatment unit. This would provide a service for all clinicians and cases would be admitted only through a member of the group. The purpose of the unit would be the treatment of chronic pain and stereotactic neurosurgical procedures. Theatre and special radiodiagnostic facilities would be available and the beds would probably be open on a five-daystay basis.
A domiciliary visit can be very valuable in a proportion of chronic pain cases, especially in those due to cancer. Needs and limitations not otherwise apparent may be revealed. The feasibility of regimes involving periods of rest or the taking of drugs can be assessed and modified accordingly. The local authority can often provide special social services such as laundry for the incontinent, or prepared meals and home help for the family. In addition, such visits further improve the doctor-patient relationship to the advantage of the patient's morale, and for the doctor provide an insight into the degree of success of treatment.
It will be clear from the responsibilities outlined that chronic pain reliefwork is demanding of time, and that there are likely to be Saturday afternoon and Sunday morning commitments. The proportion of time which can be set aside by a clinical anesthetist for pain work is a matter of personal inclination balanced against hospital demands for operating theatre anesthetic sessions. The result must be negotiated with the employing authority as a contractual session or sessions.
There is still much ignorance among the profession at large as to the scope and success of present-day measures for the relief of intractable pain. Opportunities to give talks or demonstrate cases at clinical meetings, especially where both hospital consultants and general practitioners are present, should not be missed. Once the awareness of a pain clinic and pain relief service is established there will be no shortage of cases. The figures show beyond doubt the justification for the establishment of a pain clinic and the treatment of pain syndrome.
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